
 APPLICATION FOR TRANSFER OF LEAVE UNDER VLTP 
 
   (Date)    
 
TO:  Executive Officer, OD  

Through: (Immediate Supervisor ________)  
 (Additional Supervisor if required by Program) ___________ 
 Administrative Officer ________________ 
 

 
FROM: (Name and Title of Requestor) 
 
SUBJECT: Request to Become a Leave Transfer Recipient 
 
I am applying for transfer of leave through the Voluntary Leave Transfer Program (VLTP) on 
behalf of _____________________________ (myself or name of other employee).  The 
background information is as follows: 
 

Name of recipient: 
Position title, pay plan, series, grade: 
Organization: 
Timekeeper number 
Timekeeper name, phone number & fax number: 
Number of hours of leave required: 
Area of distribution: HHS-wide         NIH-wide          IC-wide         Other   (Specify)   

 
Describe the medical or family medical emergency requiring an anticipated minimum of unpaid 
leave in excess of 24 hours. 
 

EXAMPLE: My physician has determined that I must undergo major surgery for 
(describe the nature of the surgery) and I anticipate being absent and without the 
availability of paid leave for at least 24 hours.  I understand that my annual leave and sick 
leave (as allowed by law or regulation) must be used before I may receive donated leave. 
 The operation is scheduled for (date) and recuperation of (time frame) is anticipated.  
My current sick and/or annual leave balances will not be adequate to cover my entire 
absence.  I anticipate the need for ### hours of donated leave. 

 
Additional information (e.g., medical reports, supporting statements, etc.) is attached.  
 
Note:  Medical documentation must be provided.  It should include information that clearly 

describes the nature, severity and anticipated duration (beginning and ending dates) of 
the medical emergency.  If a family medical emergency, medical information must 
address the issue of why you must be absent to care for the family member. 

 
 
I hereby authorize the release of the following information regarding my medical or family 



 2
medical emergency to potential donors: 
 
 (Provide statement to be released via email and/or VLTP web site) 
 
I authorize release of this statement to potential leave donors via Email to the area of 
distribution I have indicated above.  Yes _____  No _____ 
 
I authorize release of this statement to potential leave donors by placement on the VLTP 
website in the area of distribution indicated above.  Yes ____  No ____ 
 
I do           do not            wish to have my position title and grade released in the information 
that is provided to potential donors. 
 

 
(Signature of applicant or representative) Date 

 
Attachment: 
 Medical Documentation 
 
 
Approved_____ Disapproved_____         

 Executive Officer, OD   Date 
 
 
 
  
 
PRIVACY ACT STATEMENT 
 
Section 6332 of Title 5 of the U.S. Code authorizes collection of this information.  The primary 
use of this information is by management and your payroll office to approve participation in the 
Leave Transfer Program and transfers of accrued leave.  Additional disclosures of the 
information may be to: operating officials in carrying out their personnel management 
responsibilities; for staffing and budgetary planning and control; to a Federal, State or local law 
enforcement agency when your agency becomes aware of a violation or possible violation of 
civil or criminal law; and to a Federal agency when conducting an investigation on you for 
employment or security reasons.  Furnishing the information on this form is voluntary, but 
failure to do so may result in disapproval of this request. 
 
 


